I should like to begin by enumerating certain general principles: (a) No amount of physiotherapy after a confinement can replace good obstetric management during pregnancy and labour. One of the commonest of post-natal disorders is prolapse of the uterus and vaginal walls. Bad midwifery may bring in its train a series of consequences thati[cannot possibly be reversed by any measure of physical treatment at our disposal.
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President-H. A. BURT, M.B., B.Chir., M.R.C.P. [December 14, 1949] DISCUSSION ON THE ROLE OF PHYSIOTHERAPY IN THE PREVENTION AND TREATMENT OF POST-NATAL DISORDERS Mr. J. H. Peel: I should like to begin by enumerating certain general principles: (a) No amount of physiotherapy after a confinement can replace good obstetric management during pregnancy and labour. One of the commonest of post-natal disorders is prolapse of the uterus and vaginal walls. Bad midwifery may bring in its train a series of consequences thati[cannot possibly be reversed by any measure of physical treatment at our disposal.
(b) Team work is very important. The obstetrician and physiotherapist should agree on a general plan which, however, may need modification to suit individual cases.
(c) The results of physiotherapy might be a good deal better if its limitations were more clearly understood by those requesting and those carrying out the treatments. This implies careful selection of cases and, as obstetricians, it is our duty to state definitely that a particular patient has a disability which requires surgical or other treatment rather than physiotherapy.
(d) Can the application of physical medicine to the puerperium enable us effectively to shorten the lying-in period? The problem is whether with intensive physiotherapy we can discharge our patients back to their daily routine of work more rapidly.
I would agree that early ambulation is important in preventing thrombosis and valuable in maintaining and restoring the morale of the patient, but f doubt whether it is a sound principle to send patients out of hospital any earlier, even with the maximal aid that physiotherapy can give to the restoration of natural functions. lt is impossible to hasten the processes of healing and involution in the genital tract. I would stress the vitally important function of rest and relaxation during the lying-in period. I should like to put in a plea not so much for starting physiotherapy earlier in the puerperium but for carrying it on longer. Because of the fact that the vast majority of patients have to resume their responsible duties within two or three weeks of confinement, f am firmly convinced that properly applied methods of physical medicine are of great value to many post-natal disorders.
Value of physiotherapy in prophylaxis:
(i) Breathing exercises. These must be started within twelve hours of delivery and carried out regularly by the patient. They minimize the risk of pulmonary collapse if the patient has had an anesthetic and minimize intestinal distension.
(ii) Limb exercises. These exercises combined with early ambulation minimize the incidence of thrombosis if started early and carried out conscientiously.
(iii) Abdominal and postural exercises. These are valuable in the prevention of laxity of the abdominal wall and postural backache. They must be carried out long after the patient leaves hospital.
(iv) Pelvic floor exercises. These are of value in the prevention of prolapse but again must be carried on for some months.
I will now consider certain well-recognized symptoms following childbirth and consider their relationship to physical medicine.
(1) Low Backache In the vast majority of cases this post-natal low backache is due to postural lumbosacral strain. Before making this diagnosis it is necessary to exclude two gynaecological conditions.
(a) Retroversion.-This condition causes a sense of pressure on the rectum, a sensation of lowness or dragging in the pelvis, sometimes pain in the groin and a sense of pressure at the bottom of the sacrum.
It does not cause lumbosacral backache. (b) Cervicitis and parametritis.-This condition may cause discomfort in the iliac fosse and around the whole pelvic girdle. It is usually accompanied by vaginal discharge and tenderness of the cervix. If, therefore, these two conditions can be excluded in patients complaining of low backache then the patient should be referred to the physiotherapist for remedial postural exercises.
(2) Stress Incontinence of Urine It is now recognized that most of these cases are due to a greater or lesser degree of prolapse of the bladder neck and posterior urethra from their normal anatomical relation to the symphysis pubis. This, in turn, is due to over-stretching or damage to the pelvic vesico-vaginal fascia and pubo-cervical muscles. A slight degree of such injury may follow a first confinement. In addition the normal reflex contraction of the pelvic floor muscles does not take place when the patient coughs. If we examine these patients we can see a bulge of the anterior vaginal wall and the posterior urethra when the patient strains. We have for many years at King's College Hospital employed a combination of pelvic floor exercises and faradic stimulation of the pelvic floor muscles.
We are convinced of the value of this treatment in early cases without any great degree of anatomical prolapse. Cases likely to do well are: (a) Those cases with only slight descent of the anterior vaginal wall.
(b) Cases with good levator muscles, even though the normal pelvic floor reflex has been temporarily reversed.
(c) Cases in which the onset of the symptoms is recent, for example following first confinement.
(3) Prolapse
It is important to remember two factors concerned in the etiology of prolapse.
(i) Damage to the cardinal and other ligamentous supports of the uterus, chiefly associated with uterine descent.
(ii) Damage to the pelvic floor muscles, chiefly responsible for vaginal prolapse. In the post-natal period it is possible to combine physiotherapy with the insertion of a ring pessary inserted to support the uterus itself. The ring pessary lies in the vagina above the levator ani which can contract efficiently in spite of the presence of the ring pessary. On the other hand, it is useless to employ physiotherapy in an attempt to cure a long-standing prolapse in a woman who has had several children.
(4) Separation of the Recti and Loss of Tone of the Abdominal Muscles Exercises and faradism improve the condition of these muscles which in turn is helpful in relieving postural backache.
(5) The Value ofDiathermy and Heat There are certain well-defined conditions that occur during the puerperium in which I consider that the addition of these physical agents to our other methods of treatment are a very real advantage to the patient.
(a) The infected and broken-down perineum.-Usually due to infection or imperfect technique in the primary suture. Heat and diathermy are of great value in hastening the resolution of the infective process and promoting more rapid healing.
(b) Painful perineum.-The completely healed perineum may remain painful from scar tissue. Short-wave diathermy and radiant heat are of value in relieving the symptoms.
(c) Acute and subacute pelvic cellulitis.-This condition is often encountered in a mild subacute form causing discharge and pelvic pain. I have found short-wave pelvic diathermy invaluable in treating this sort of case.
(d) Mastitis.-Short-wave therapy must be given very early if it is to prevent suppuration. It should be combined with the administration of penicillin. In neglected cases with a hard indurated mass diathermy will often hasten localization.
(e) Infected wounds of the abdominal wall following Cesarean section. Short-wave diathermy is invaluable in treating this condition.
Finally, from an obstetric point of view I should like to refer to strain or even subluxation of the sacro-iliac joints, the lumbosacral joints and the symphysis pubis. Traumatic strain of these joints during the course of labour is far less common than it used to be because the high forceps is very seldom practised. The processes of softening of the ligamentous supports of the pelvic joints under the influence of the hormone relaxin are progressive throughout pregnancy. This has been shown by X-rays which show progressive widening of the joint spaces as pregnancy advances. However, the more widely employed lithotomy position for forceps delivery is not without the danger of strain to these joints, a point which should be remembered when moving the unconscious patient into position for delivery. However, most cases which show evi'dence of strain in these joints usually have symptoms clinically during the last few weeks of pregnancy. In this sense it is not a purely post-natal disorder. Treatment consists in rest and a supporting corset rather than in physiotherapy. However, radiant heat does produce symptomatic relief.
Dr. F. S. Cooksey: Physiotherapy may be used to prevent circulatory stasis and postural defects or to restore function in the presence of post-natal disability. In this sense physiotherapy is part of obstetric rehabilitation and to be effective it must be used early and progressively until the restoration of normal function is secured. By contrast physical agents such as diathermy may be used to relieve pain or to assist the resolution of inflammation and in this form physiotherapy is used only for as long as the indication persists.
The Normal Puerperium In the past it was customary to start massage and exercises around the fifth day and to progress the exercises in preparation for getting up on the tenth, fourteenth or eighteenth day according to the intentions of the obstetrician. The only value of massage in the normal puerperium is to relieve the stiffness of the buttock and trunk muscles after delivery and to assist the circulation in the feet and legs when fatigue makes the patient disinclined to active movement. It is recognized now that venous thrombosis starts silently in the deep veins of the foot and calf soon after delivery and that prophylactic measures must start immediately.
On the other hand the stretched and possibly contused pelvic floor requires a period for rest and recovery before remedial exercises are commenced.
Thus massage for the legs and flanks and circulatory exercises for the feet and legs should start on the first day and the massage may be discontinued by the fourth day. From this time the progressive restoration of tone in the pelvic floor and abdominal wall starts and should be continued until the twenty-first day. The expected date of getting up determines the rate of progression in each case. When ambulant, special attention should be paid to correct posture and to the maintenance of tone in the pelvic floor and abdominal wall whilst walking, lifting and engaging in functional activities generally.
Under modern social conditions when little domestic help is available the restoration of physique during the puerperium is essential if postural backache and vaginal prolapse are to be prevented. The physiotherapist should teach the correct use of rest and relaxation as well as remedial exercises.
The Functional Anatomy of the Pelvic Floor
There is synergic contraction of the levator ani when the glutei are so contracted that the buttocks are adducted and the thighs externally rotated. The maximum contraction is obtained only when the thighs are extended to correspond to standing upright and are externally rotated.
In the nulliparous patient at rest, the presence of the levator ani can be felt through the walls of the vagina as a soft roll of muscular tissue extending from the sides:of the pelvis across the front of the rectum. On contraction the free posterior and postero-lateral borders 45 743 move upwards and forwards towards the symphysis pubis and the belly of the muscle forms a thick muscular shelf extending from the sacrum to the symphysis pubis. Spontaneous contraction of the levator ani occurs when the patient coughs and voluntary contraction when the buttocks are adducted and the thighs externally rotated.
In parous women the spontaneous and voluntary contraction of levator ani is deficient and may be absent. Even with vigorous remedial exercises it is seldom possible to restore the muscle to the efficiency of the nulliparous state. The reflex contraction of the levator ani when the intra-abdominal pressure is raised by coughing, lifting or other muscular action is frequently lost in the puerperium and in some cases it is not regained spontaneously.
Stress Incontinence and Vaginal Prolapse When a normal individual coughs hard in the standing position, spontaneous adduction of the buttocks can be felt and this is accompanied by simultaneous contraction of the levator ani. If the same test is made at the post-natal clinic on patients who have not had adequate post-natal exercises it will be found in some cases that the buttocks and levator ani contract weakly or not at all and this is especially common in patients with stress incontinence and early vaginal prolapse.
In some cases the levator ani will respond well to faradic stimulation and a good voluntary contraction is obtained when the patient is taught to adduct the buttocks hence the fault appears to be due to impairment of the normal abdomino-perineal reflex. In other cases little if any contraction of the levator ani can be obtained on faradic stimulation or voluntary effort, but improvement follows after a lapse of some weeks or months suggesting some temporary denervation of the muscle possibly due to ischwemia produced by the pressure of the feetal head in a prolonged second stage.
It is doubtful if sufficient attention is paid at post-natal examinations to the diagnosis of dysfunction of the levator ani and to prescribing remedial treatment in the early stages. Transient stress incontinence is fairly common and should be regarded as a warning symptom that the rehabilitation of the pelvic floor is incomplete. Persistent stress incontinence may be due to marked prolapse or to ischemic damage to the internal urinary sphincter. In the former, faradic stimulation and exercises usually fail and the wearing of a suitable pessary, or an operation, may be necessary. In the latter, operative repair is often required but, in some cases, a course of faradism and exercises will succeed and should be given a trial.
In the application of faradism two technical points are important. The motor point of the levator ani is situated about one and half inches within the vagina and is very critical. Correct placement of the electrode can be recognized by feeling the electrode carried forward and upward towards the symphysis pubis with each surge of the current. The indifferent electrode on the hypogastrium should be small and as low as possible on the abdomen to avoid excessive stimulation of the abdominal muscles. Symptoms of minor degrees of vaginal prolapse and stress incontinence are relieved in most cases but descent of the vaginal walls on straining is not materially altered because treatment improves the tone and function of the pelvic floor but does not reduce overstretched tissue.
Lumbosacral Strain
Of the many forms of backache one clearly defined type presents in the post-natal period. The pain is in the lumbosacral region and appears four to six weeks after delivery corresponding to the time when extra domestic help is no longer available and the baby is becoming heavy. The backache increases during the day, especially when overtired, and is relieved by rest. On examination there is tenderness over the lumbosacral joint and an increase in the forward pelvic tilt. The explanation seems to be that fatigue leads to loss of tone in the glutei and abdominal muscles with consequent lordosis and a postural strain of the posterior lumbosacral ligaments.
Exercises to correct the pelvic tilt and a midday rest relieve most cases rapidly if the patient understands the need to correct her posture and avoid fatigue, but in long-standing cases it may be necessary to wear a lumbosacral corset for six months or so.
Undue Laxity of the Abdominal Wall Surging faradism and abdominal exercises are useful in the treatment of abnormal divergence of the rectus abdominis and undue laxity of the abdominal wall. Large electrodes should be used for the application of the faradic current so as to stimulate the many motor points of the abdominal muscles. A firm and well-fitting corset should be worn to support the muscles until iniprovement is obtained. Treatment must be intensive and prolonged to be effective in severe cases.
Sacro-iliac Strain
A painful sacro-iliac joint due to softening of the ligaments of the joint during pregnancy is difficult to treat. Diathermy gives temporary relief but the only agent which is really effective is a well-fitting sacro-iliac belt which must be worn for at least twelve months. Manipulation and remedial exercises to mobilize the joint are contra-indicated in the acute stage but may be useful in long-standing cases. It is important to recognize the lesion early in the puerperium and to supply a sacro-iliac belt without delay. Dr. P. Bauwens asked Dr. Cooksey why it was that he specified that the indifferent electrode during his treatment with faradism to the pelvic floor should be applied to the abdominal wall. It struck him as being more logical to put the indifferent electrode on the gluteal muscles, as these were known to be concerned with pelvic floor activity as far as associated movements were involved.
Mr. V. B. Green-Armytage expressed surprise that neither of the openers had made any reference to a condition that was very common-namely ballooning of the vagina after labour. This state, first described by Stacey Wilson, and later by De Lee, was nothing whatever to do with prolapse, nor related to rupture or tearing of the perineum. It was related to a prolonged second stage of labour, that state for which De Lee had stressed the importance of prophylactic forceps. Ballooning of the vagina was (I) often an indirect cause of divorce, for coitus became uninteresting and orgasm was an impossibility; (2) it gave rise to that expression of patients: "I feel as if my inside were coming outside"; (3) it was the source of that most distressing symptom which often a patient will tell a woman, but not a male doctor, namely "that she can pass wind from the vagina" or that "after taking a bath she can expel water"; (4) it is, I believe, one of the causes of recurrent pyelitis.
All these consequences, not mentioned in any of our textbooks, could readily be cured by properly conducted pelvic exercises and intravaginal faradism.
Miss M. Randell: The title of the discussion in my view should be more comprehensive, it should consider the role of physiotherapy in midwifery, thus including pre-natal, natal and post-natal preparation. Modern physiotherapy in midwifery aims at prevention (through selfknowledge) rather than cure. As Dr. Kathleen Vaughan wrote in her book "Safe Childbirth": "The time for exercise is before confinement". The woman of to-day wants to know all about having a baby from her point of view-what is to happen to her-what she has to do about it-will it have harmful effects on her figure, and on her health? It is for this part of her ante-natal preparation that a Chartered Physiotherapist experienced in this branch of medicine could be delegated to teach simple applied anatomy, physiology, psychology, and the theory and practice of relaxation, movements, and postures. With this knowledge and a sense of responsibility thus gained, the expectant mother will come into labour, fearless, self-disciplined, and emotionally self-controlled, to co-operate with obstetrician or midwife in making her labour easy, safe and natural. Dr. P. Dingle emphasized the incorrect stance or position adopted by large numbers of pregnant women after the 28th week of pregnancy-frequently there is a marked lumbar lordosis. This lordosis may be increased by ill-fitting "maternity corsets" bought offthe rack, and put on in such a way as to press the enlarging abdomen downwards and forwards. Advice and supervision of the fitting of this corset by assistants at a clinic would be an advantage. After the lying-in period the mother should not only receive strengthening exercises but her carriage, when she begins to get about, should be watched. Having walked with a lordosis for so many months her spine needs to be readjusted, or with each pregnancy there is an increasing displacement which may be the basis of gynecological backache in later life.
Dr. Cooksey, in reply, agreed with Dr. Bauwens that in the treatment of the pelvic floor by faradism the indifferent electrode could be placed on the. glutei. He used the abdomen because the latter often lacked tone. Probably the best arrangement would be to divide the indifferent electrode between the abdomen and glutei.
